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Objectives. We tested the efficacy of an intervention among 11- to 14-year-old
adolescent boys to promote delay of sexual intercourse, condom use among
those who were sexually active, and communication on sexuality between fa-
thers (or father figures) and sons. 

Methods. Sites were randomly assigned to the intervention and control groups.
Assessments were conducted prior to the intervention and at 3-, 6-, and 12-month
follow-up interviews.

Results. A total of 277 fathers and their sons completed baseline assessments.
Most participants were African American, and most fathers lived with their sons.
Significantly higher rates of sexual abstinence and condom use and of intent to
delay initiation of sexual intercourse were observed among adolescent boys
whose fathers participated in the intervention. Fathers in the intervention group
reported significantly more discussions about sexuality and greater intentions
to discuss sexuality than did control-group fathers.

Conclusions. The study demonstrates that fathers can serve as an important
educator on HIV prevention and sexuality for their sons. (Am J Public Health.
2007;97:1084–1089. doi:10.2105/AJPH.2005.073411)

METHODS

Procedures 
This study was conducted in collaboration

with the Boys & Girls Clubs of Metro Atlanta,
a community-based organization that pro-
vides after-school and summer programs pri-
marily for disadvantaged children in the At-
lanta metropolitan area. Seven sites were
selected for participation in the research proj-
ect. The sites were randomly assigned, with 4
sites assigned to the intervention group and 3
to the control group. The 2 smallest sites,
serving similar neighborhoods and located
within a 15-minute drive from each other,
were combined and randomized as a unit.

Recruitment
The population was composed of 11-

through 14-year-old adolescent boys who
were enrolled as members at the Boys & Girls
Clubs and their fathers. To participate, adoles-
cents were required to be aged 11 to 14 at
the time of the baseline interview. Because
some adolescents might not have regular
contact with their fathers, nonbiological
father figures were invited to participate.
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Father figures (hereafter referred to as fa-
thers) were eligible if they were aged 18
years or older, were identified by the mother
as a significant influence in the adolescent’s
life, and had at least a 1-year relationship
with the adolescent, and the mother and son
both agreed that the person chosen would
serve as a father figure. Fathers and adoles-
cent participants began the study by complet-
ing a baseline questionnaire using an audio
computer-assisted format. Fathers were asked
to attend 7 program sessions, and sons were
asked to attend the final session with their
fathers. Both fathers and sons completed 3
follow-up interviews (at 3, 6, and 12 months
after the baseline interview). Informed con-
sent was obtained from the legal guardian
(legal father or mother) for the son’s partici-
pation in the study and from the father for
his own participation. Adolescents provided
assent to participate in the study.

Intervention Group
The REAL Men program was based on

social cognitive theory, which proposes that
the behaviors a person chooses to perform
are because of complex interactions among

Sexually active adolescents, particularly those
who fail to use condoms every time they have
sexual intercourse, are placing themselves at
risk for contracting HIV and other sexually
transmitted infections (STIs). The sex educa-
tional needs of middle and high school stu-
dents have been recognized for many years,
resulting in a number of excellent programs
designed specifically for this age group.1–4 One
gap in HIV prevention, however, has been the
lack of involvement of parents in adolescent
programs. Parents are often not aware of the
information that is presented to their children
and thus fail to reinforce important messages
about HIV, STIs, and pregnancy prevention.
More important, perhaps, is that parents are
not adequately encouraged to talk with their
children about sexual health. 

Several programs for parents and adoles-
cents, particularly mothers and adolescent
daughters, have been developed and tested.5–8

The evaluation of these programs has shown
some promising results, including the increased
involvement of parents in the sex education of
their adolescents.7,9–12 However, effects on key
behavioral indices such as initiation of sexual
intercourse and the use of birth control or con-
doms have been less impressive.10–12

Although identified as important, sex edu-
cation designed specifically for adolescent
boys has been lacking. Relatively few pro-
grams for adolescent boys are available, and
of these, few have been evaluated. We report
the results of an HIV prevention program de-
signed to encourage communication between
fathers (or father figures) and sons about HIV
prevention behaviors. The primary aim of the
study, called REAL Men (REAL=Responsible,
Empowered, Aware, Living), was to test the ef-
ficacy of an intervention to promote the delay
of sexual intercourse among 11- through
14-year-old adolescent boys as well as to en-
courage condom use among sexually active
adolescents and improve communication
about sexuality between fathers and sons. 
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personal, environmental, and behavioral fac-
tors.13 Personal factors include self-efficacy,
outcome expectations, and performance
goals; environmental factors include encour-
agement and support from others. In the
REAL Men program, fathers were presented
with information on communication with
adolescents, general topics such as parental
monitoring and relationships with peers,
general sexual topics important in adoles-
cence, and specific information about trans-
mission and prevention of HIV and AIDS.
The program was structured to include op-
portunities to view others performing the be-
havior (i.e., videotapes of fathers talking to
sons about sexual topics) and to practice the
behavior through role plays. To encourage
participation in the sessions, dinner was
served and small nonmonetary incentives
were given to both fathers and sons. All par-
ticipants received $25 for completing each
of the 4 assessments (i.e., baseline question-
naire and 3 follow-up interviews). 

The intervention, which consisted of seven
2-hour sessions for the fathers, was delivered
once each week in a group format. Fathers at-
tended the first 6 sessions alone, and fathers
and sons attended the final session together.
All sessions except the first began with a re-
view of the previous session, a discussion of
the take-home activities, and a review of per-
sonal goals set by study participants. Session
content was delivered through a combination
of lectures, discussions, role-plays, games, and
videotapes. Participants were given a partici-
pant manual to assist with weekly take-home
activities and adherence to personal goals set
each week. The last session included a cele-
bration of the end of the intervention in
which fathers and sons received certificates of
completion.

Control Group
The control group participated in a 7-

session nutrition and exercise program. The
program was held once a week for 2 hours.
Fathers attended the first 6 sessions alone
and with their sons in the last session. Con-
tent and discussion included basic facts about
nutrition and exercise, the benefits of main-
taining a healthy lifestyle and eating fruits
and vegetables, estimation of serving size,
how to read and interpret food labels, and the

benefits of and barriers to exercise. Session
content was delivered through a combination
of lectures, discussions, role playing, games,
and videotapes.

Measures
The primary outcomes were adolescent

sexual abstinence and communication about
sex between fathers and sons. Several second-
ary outcomes were assessed—the adolescents’
participation in intimate behaviors, their con-
dom use, and the fathers’ intention of com-
municating with their sons. Abstinence rates
were computed from the response to a single
item: “Have you ever had sexual intercourse
(sex)?” Participants were classified as having
had sexual intercourse if they responded yes
to this item and as being sexually abstinent if
they answered no. Eight items excluding sex-
ual intercourse assessed intimate sexual be-
haviors. These items, which measured the
progression of sexual behavior, each began
with the stem, “Have you ever. . . .” The first
item in the series was, “Have you ever spent
time with a girl in a private place?” The num-
ber of “yes” responses was summed to yield
an overall score that could range from 0 to 8,
with higher scores corresponding to involve-
ment in a greater variety of intimate sexual
behaviors. The Cronbach α for the 8 items
was 0.89.

Adolescents who reported never having
had sexual intercourse were asked which of
the following described their intentions re-
garding sex: not to have sex until married,
not to have sex until older, or would proba-
bly have sex within the next year. For the
analysis, the last 2 categories were com-
bined. Adolescents who reported having had
sex were asked about their condom use and
their intentions regarding condom use. They
were asked to respond yes or no to the fol-
lowing questions: “Have you ever had sex
without a condom?” “Have you ever used a
condom when you had sex?” “Did you use a
condom the last time you had sex?” and “Do
you intend to use a condom the next time
you have sex?”

A scale composed of a list of sex-specific
topics measured sex-based communication
between fathers and sons.5 Fathers responded
to 16 items and sons to 13 items. Participants
responded on a 0-to-3 rating scale, with 0

indicating they had not discussed the topic at
all and 3 indicating that it had been dis-
cussed a lot. A sample item for fathers was,
“Have you ever talked to your son about how
he knows if he is ready to have sexual inter-
course?” The automated interview substituted
the adolescent’s first name for the term your
son so that the information reported was spe-
cific to the adolescent enrolled in the study.
Positive responses were summed to yield a
total score ranging from 0 to 48 for fathers
and 0 to 39 for sons. The Cronbach α was
0.97 for the fathers’ responses and 0.96 for
the sons’ responses.

Fathers were asked to indicate their inten-
tion regarding discussion of specific sexual
topics. For each topic, fathers were asked how
likely they thought it was that they would talk
about the topic in the future. For each of the
16 items, the response categories ranged from
1 (definitely won’t) to 5 (definitely will), for a
possible total score ranging from 16 to 80.
The Cronbach α for the fathers’ responses to
the intent questions was 0.97. 

Data Analyses
Because the conceptual design of the study

was a nested cohort design14 in which Boys &
Girls Clubs sites were randomly allocated to
either the HIV prevention (experimental) or
nutrition and exercise (control) group, the
analytic strategy employed was one that
would account for randomization at the site
level as opposed to the individual level. Al-
though a number of strategies are available
for the analysis of data with a nested struc-
ture, the small number of sites randomized to
the groups was an important consideration in
choosing a method of analysis. When the
number of clusters is small (<10), estimation
of the intraclass correlation and typical mod-
eling methods (e.g., mixed-model regression)
using SAS Proc MIXED (SAS Institute Inc,
Cary, NC)15 may be unreliable.16 Therefore,
we conducted analyses by using the alloca-
tion unit as the unit of analysis. Given the
problems related to estimation and power
presented when a small number of clusters
are randomized to each group, we identified
this method as the most reasonable means of
analysis. In addition, this method has been
shown to be robust with as few as 3 clus-
ters.16,17 After aggregating data by site, we
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TABLE 1—Baseline Demographic Characteristics of Father and Son Participants, by Study
Group: REAL Men, 2000–2004

Characteristics Intervention Group (n = 141) Control Groupa (n = 132) Total

Fathers’ characteristics

Mean age, y (SD) 39.5 (11.9) 40.8 (11.7) 40.1 (11.8)

African American, % 96.9 96.8 96.9

Relationship to adolescent, %

Biological father 34.6 46.4 40.4

Stepfather 16.2 13.6 14.9

Brother 6.9 8.8 7.8

Uncle 10.8 8.0 9.4

Grandfather 5.4 5.6 5.5

Friend/other 21.5 16.0 18.8

Boyfriend of mother 4.6 1.6 3.1

Living with son, %b 63.1 75.8 69.3

Education level, %

Less than high school 18.0 17.6 17.8

High school 36.7 32.0 34.4

Trade school or some college 28.9 29.6 29.2

College degree or higher 16.4 20.8 18.6

Yearly income ($), %

< 10 000 14.5 15.7 15.1

10 000–29 999 28.2 24.3 26.4

30 000–49 999 33.9 22.6 28.5

50 000–69 999 12.1 25.2 18.4

≥ 70 000 11.3 12.2 11.7

Ever discussed sex-related topics with 66.4 73.8 70.0

son, %

Sons’ characteristics

Mean age, y (SD) 12.8 (1.2) 12.8 (1.2) 12.8 (1.2)

African American, % 97.7 94.4 96.1

Sexual abstinence, % 75.6 76.4 76.0

Ever had sexual intercourse without 29.0 24.2 26.6

a condom,c % 

Note. Fathers included both biological fathers and father figures; see “Methods” section for a further listing of father figures.
To determine group differences for means and proportions, t and χ2 statistics were used, respectively.
a The control group was a group that participated in a nutrition and exercise program.
bGroups different at P < .05.
cPercentage of those who have ever had sex.

used independent-sample t tests and χ2 tests
of proportions to test for group differences at
each follow-up. Original sample size esti-
mates were based on detecting a difference
in abstinence rates between the HIV and
control groups (estimated on the basis of
data from a previous study to be 84% and
69%, respectively) at the 1-year follow-up
(power=0.80) and α=0.05 for a 1-tailed
hypothesis test. Intent to treat was the pri-
mary analytic approach.

RESULTS

Description of Participants
Of the approximately 2800 potential par-

ticipants, 1700 were unreachable because of
telephone problems (disconnected, wrong
number). Initial contact was made with ap-
proximately 1100 families; 600 were identi-
fied as potentially eligible and approximately
400 agreed to complete the screening
questionnaire. Of these families, 6 were

determined to be ineligible, 12 actively de-
clined to participate, and the remainder
agreed to schedule a baseline interview. Of
these, 277 fathers and their sons (total partic-
ipants=554) completed the baseline inter-
view and enrolled in the study.

The adolescents ranged in age from 11 to
14 years (mean=12.8 years, SD=1.2 years),
and fathers ranged in age from 18 to 80
(mean=40.1 years, SD=11.8 years). The ma-
jority of fathers and sons were African Ameri-
can (97%) and lived together (70%; Table 1).
The participating adult male for about 40%
of the adolescents was the biological father,
15% were stepfathers, 23% were other male
relatives (brother, uncle, grandfather), and
22% were some other male role model.
Slightly more than one third (34%) of the fa-
thers had completed high school, another
29% had completed some college or trade
school, and 19% had completed college. Over
half the fathers (55%) reported a yearly in-
come of between $10000 and $49999.

Session Attendance 
Session attendance was monitored for fa-

thers in both the intervention and control
groups. On average, fathers in the interven-
tion group attended 45% of the sessions
while fathers in the control group attended
44% of the sessions. A total of 221 fathers
(80%) responded at all 4 assessments.
Among those fathers not completing all as-
sessments, 27 (10%) missed 1 follow-up, 12
(4%) missed 2, and 17 (6%) missed 3 of the
4 assessments. The number of participants
from the 7 sites ranged from 28 to 72, with
4 being the maximum number of with-
drawals from any 1 site. At each assessment
period, the 2 study groups were roughly
equal in size. 

Primary Outcomes 
Comparison tests that used t tests and χ2

analyses were conducted to determine the
equivalence of the HIV (intervention) and nu-
trition and exercise (control) groups at base-
line testing. Baseline demographic variables
for the 2 groups are reported in Table 1. The
2 study groups were similar with respect to
education level, income level, percentage of
biological fathers participating, percentage of
fathers indicating discussion of sex-related
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TABLE 2—Fathers’ Reports of Discussion of Sex-Related Topics With Adolescent Sons at Follow-Up Interview,
by Study Group: REAL Men, 2000–2004

3-Month Follow-Up 6-Month Follow-Up 12-Month Follow-Up

Fathers’ Outcomes Meana (SD) Pb 95% CIc Mean (SD) Pb 95% CIc Mean (SD) Pb 95% CIc

Discussion of sex-related topicsd

Intervention 22.60 (14.22) .037 0.68, 10.88 22.98 (13.97) .162 –1.21, 3.93 23.33 (14.37) .042 0.22, 6.41

Controle 18.29 (15.89) 20.38 (16.01) 19.77 (15.27)

Intent to discuss sex-related topicsd

Intervention 72.75 (10.05) .131 –2.56, 10.70 70.51 (10.12) .319 –3.57, 5.82 70.37 (12.37) .033 0.61, 7.32

Controle 70.10 (13.68) 70.50 (13.28) 67.32 (14.66)

Note. CI = confidence interval. For intervention group, n = 121; for control group, n = 119. Fathers included both biological fathers and father figures; see “Methods” section for a further listing of
father figures.
aAdjusted for father–adolescent living status.
bOne-tailed probability on the basis of t statistic.
cOne-sided 95% CI for the mean difference between the 2 groups.
dFor scores, see under “Measures” in “Methods” section.
e The control group participated in a nutrition and exercise program.

topics, and percentage of adolescents indicat-
ing that they had never had sexual inter-
course. The groups were also similar with re-
spect to age for both fathers and adolescents.
However, the HIV and nutrition and exercise
groups were different in terms of the percent-
age of participating fathers living with their
sons. In the nutrition and exercise group,
76% of the fathers lived with their sons, com-
pared with 63% in the HIV group (P=.03).
As a result, this variable was included as a co-
variate in the outcome analyses. 

The results of the analyses of outcomes for
fathers and sons are reported in Tables 2
and 3, respectively, including 1-sided 95%
confidence intervals for the mean difference
between groups. At the 3-month follow-up, a
smaller proportion (P=.06) of sexually active
adolescents in the HIV group reported sexual
intercourse without a condom than partici-
pants in the nutrition and exercise group, and
fathers in the HIV group reported signifi-
cantly more communication about sex-related
topics than fathers in the nutrition and exer-
cise group. Although no statistically significant
differences were noted for the other out-
comes at the 3-month follow-up, the interven-
tion was generally more effective than the
control at producing the desired outcomes. At
the 6-month assessment, there were statisti-
cally significant differences in 3 outcomes for
adolescents: compared with those in the con-
trol group, adolescents in the HIV group

reported higher rates of abstinence and fewer
intimate behaviors. A smaller portion of sexu-
ally active participants in the HIV group re-
ported sexual intercourse without a condom.
At the final assessment, a significantly higher
proportion of adolescents in the HIV group
than the control group indicated that they
would delay sexual intercourse until marriage
and a lower proportion of those who were
sexually active reported that they had sexual
intercourse without a condom. Likewise, fa-
thers in the HIV group reported significantly
more discussion and greater intent to discuss
sex-related topics with their sons than did fa-
thers in the nutrition and exercise group.

DISCUSSION

Our findings showed that involving fathers
could be an effective means of promoting
HIV prevention practices among adolescent
males. The intervention appeared to have an
effect on delay of sexual intercourse, because
adolescents whose fathers attended the HIV
sessions had higher rates of abstinence
throughout the follow-up period. The over-
whelming majority of adolescents in the study
were African American, and among male
high school students, African Americans have
the highest rate of sexual intercourse of all ra-
cial/ethnic groups.18

Although the intervention demonstrated
some success in reducing the initiation of

sexual intercourse at 6-month follow-up, a
more striking finding was the difference be-
tween the intervention and control groups in
the proportion of sexually active adolescents
who failed to use a condom each time they
had sexual intercourse. These findings suggest
that the program had an impact on promoting
HIV prevention practices. The finding regard-
ing condom use was noteworthy, because con-
dom use was introduced and discussed in
only 1 session, and no more emphasis was
placed on this form of protection than on de-
laying initiation of sexual intercourse. It may
be that abstinence was not an option for older
adolescents, who were already engaging in
sexual behaviors, but condom use was a vi-
able preventive measure. If this is the case, of-
fering the program to fathers whose sons are
younger (aged 9–12 years) and less likely to
be engaging in sexual behaviors may result in
a higher proportion of adolescent boys who
postpone sexual activity.

Previous interventions assessing
parent–adolescent interventions have often
failed to show an effect on adolescent sexual
behaviors. For example, Miller et al.,11 who
evaluated a home-based video sex education
program, found that participants in the treat-
ment group were no more likely to delay sex-
ual intercourse than those in the control
group. School-based studies, such as those by
Blake et al.10 and Levy et al.,12 that included a
parent component also found no differences
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TABLE 3—Reports Regarding Sex-Related Topics Among Adolescent Boys at Follow-Up Interview,
by Study Group: REAL Men, 2000–2004

3-Month Follow-Up 6-Month Follow-Up 12-Month Follow-Up

Adolescents’ Outcomes Meana (SD) Pb 95% CIc Mean (SD) Pb 95% CIc Mean (SD) Pb 95% CIc

Discussion of sex-related topicsd

Intervention 23.19 (12.57) .094 –1.07, 6.59 22.73 (13.91) .111 –0.49, 3.45 23.63 (12.50) .080 –0.57, 7.52

Controle 20.54 (13.51) 21.93 (14.35) 20.02 (13.73)

Intimate behaviorsd

Intervention 3.50 (2.68) .083 –2.07, 0.24 3.99 (2.64) .050 –1.48, −0.02 4.42 (2.67) .217 –1.48, 0.64

Controle 4.25 (2.75) 4.62 (2.69) 4.61 (2.96) 

Sexual abstinence rate, proportion

Intervention 0.81 .160 –0.06, 0.18 0.75 .050 0.00, 0.11 0.67 .380 –0.11, 0.08

Controle 0.75 0.69 0.68

Intentions about having sexual intercourse,f

proportion

Intervention 0.45 .110 –0.06, 0.29 0.52 .140 –0.10, 0.39 0.42 .040 0.00, 0.17

Controle 0.34 0.38 0.34

Ever had sexual intercourse without a 

condom,g proportion

Intervention 0.23 .060 –.50, .02 0.32 .120 –.42, –.07 0.23 .030 –.61, –.06

Controle 0.48 0.57 0.57

Note. CI = confidence interval. For intervention group, n = 121; for control group, n = 119.
aAdjusted for father–adolescent living status.
bOne-tailed probability t statistic for means and χ2 statistic for proportions.
cOne-sided 95% confidence interval for the difference between the 2 groups.
dFor scores, see under “Measures” in “Methods” section.
e The control group participated in a nutrition and exercise program.
fOnly those who have not had sexual intercourse are included; value reflects the proportion who will delay sexual intercourse until marriage.
gOnly those who have had sexual intercourse are included; value reflects the proportion who responded yes.

between treatment and control groups in
the delay of sexual involvement. Likewise, a
variety of community-based programs de-
signed for parents and adolescents failed to
demonstrate differences in the rates of sexual
intercourse of adolescent participants.9,19,20 

One possible explanation for the difference
in outcomes between our study and previous
research is the involvement of fathers in the
current program. Although many of the previ-
ously mentioned programs included both par-
ents, more mothers tended to participate in
the programs than fathers, and some were
limited to mothers and daughters. The results
of the present study suggest that messages on
HIV prevention delivered by the father can
carry significant weight. The father’s mere at-
tendance at the program may have also im-
pressed on the son the father’s concern for
his well-being and the importance of HIV
prevention practices. Our findings demon-

strate the efficacy of public health interven-
tions in which parents are the primary target
in addition to those in which they play a sup-
portive role.

The findings related to abstinence and inti-
mate behaviors suggested that the program
had a significant short-term effect in delaying
the initiation of sexual intercourse and behav-
iors that lead to it; however, the long-term ef-
ficacy of the program in promoting absti-
nence was not observed. The program lasted
7 weeks and did not include booster sessions.
Booster sessions or follow-up meetings over
the course of the year might have been help-
ful in reminding fathers to talk with their
sons; they should be considered for future
father–son programs.

Limitations
Limitations to the study included the sam-

ple, the use of self-report measures, the length

of the intervention, and the use of site as
opposed to individual randomization. The
participants for the study were recruited from
Boys & Girls Clubs of Metro Atlanta. Boys
who attend the after-school and summer pro-
grams offered by Boys & Girls Clubs, and
their fathers, are likely to be different from fa-
thers and sons who are not involved with this
or similar community-based organizations
and thus not entirely representative of the
broader community. A replication of the
study with a sample randomly selected from
the community would help determine if the
program is generalizable to a wider commu-
nity. Self-report is subject to social desirability
response bias (i.e., the tendency of respon-
dents to agree with statements associated
with healthier behaviors or attitudes and dis-
agree with statements associated with un-
healthy behaviors or attitudes). Fathers in the
intervention groups might have reported
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more discussions with sons at follow-up be-
cause the program expected it. However, the
matching reports of the sons whose fathers
were in the intervention group seem to verify
that the fathers’ reports were accurate. 

The intervention was only 7 weeks long.
Many fathers recommended that the inter-
vention be lengthened to include several
more sessions. Because many fathers have
never talked to their sons about sexual is-
sues, fathers may need more time to develop
skills for such discussions. On the other hand,
despite an excellent retention rate—90% of
participants completed 3 or more assess-
ments—on average, fathers participated in
fewer than half of the sessions. Given the fact
that many fathers did not receive the full in-
tervention, the results of the study are fairly
impressive. The low attendance rate suggests
that fewer rather than more sessions might
be necessary to retain some participants. One
strategy could be to decrease the number of
sessions while increasing the length of each
session. Finally, only 6 sites (3 for each
group) were selected for the study. Current
thinking on group-randomized trials suggests
that more sites should be randomized to
each group.21

Conclusions
Our findings show that involving fathers

in sex education can be an effective means
of promoting HIV prevention practices
among adolescent males. Creating public
health messages directed at fathers can be a
first step to encourage fathers to take an ac-
tive role in educating their sons about HIV.
Community-based organizations and schools
that offer programs for parents can include
educational sessions such as those delivered
in the REAL Men program. Because this is
the first program for fathers and sons that
has been evaluated in a systematic study, fu-
ture research should include additional eval-
uation of the program and the development
of variations that might include a self-study
booklet and an Internet-based program for
fathers whose schedules make it difficult to
attend group sessions or who prefer another
mode of learning. In addition to different
modes of learning, further studies should
focus specifically on factors that may en-
hance participation rates—for example,

variations in scheduling and Internet-based
delivery.
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